Study objective-To assess the ability of the health status questionnaire 12 to discriminate between older and younger age groups, its appropriateness for use with an older population in terms of the spread of responses across categories, floor or ceiling effects, and its ability to discriminate between those with and without a reported longstanding illness and type (sensitivity and specificity). Design and setting-The vehicle for the study was the Office for National Statistics (ONS) omnibus survey in Great Britain. The sampling frame was the British postcode address file of "small users", stratified by region, and socioeconomic factors. This file includes all private household addresses. The postal sectors were selected with probability proportional to size. Within each sector 30 addresses were selected randomly. The number of selected addresses was 3000. Participants-Altogether 1912 adults aged 16 and over were interviewed in person in their own homes, giving a response rate of 72%. Measures-The HSQ-12, and the ONS general household survey questions on longstanding illness; the ONS omnibus standard sociodemographic items. Main results-There were exceptionally high rates of item response in all age groups. The score differences by construct (eg, age group, sex, longstanding illness) were in the expected directions with statistically significant age gradients. Age was associated with most of the HSQ-12 domains, although this association had interactions with longstanding illness or sex. The differences in HSQ-12 scores with reported longstanding illness and type of longstanding illness made theoretical sense, which supports the discriminative power of the scale. The frequency distributions for HSQ-12 items in relation to age and sex, and by reporting of longstanding illness are also presented here in order to demonstrate ceiling effects. Most respondents in all age groups achieved high (good) scores on the "social functioning" subscale. The HSQ-12 had good results for specificity when tested against reporting of a longstanding illness, although this was at the expense of sensitivity. Conclusions-The results support the use of the HSQ-12 with older populations, particularly for those with chronic illnesses, although it will reveal relatively few problems among younger populations. The results presented here indicate that it will require supplementation with more sensitive disease and/or domain specific scales in the areas of interest or intervention, but it provides an acceptable, brief, core measure of health related quality oflife. This paper presents the first British normative data using the HSQ-12. ( Epidemiol Community Health 1997;51:564-573) The current emphasis in the measurement of health outcomes and health status is to incorporate the effects of health on physical, psychological, and social wellbeing, commonly referred to as health related quality of life.
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( Epidemiol Community Health 1997;51:564-573)
The current emphasis in the measurement of health outcomes and health status is to incorporate the effects of health on physical, psychological, and social wellbeing, commonly referred to as health related quality of life.
There is much debate about appropriate measures of health related quality of life for elderly people. It cannot be assumed that instruments which have been reported to be psychometrically sound with younger populations are also suitable for use with people aged 65 and over and 75 The commonly used ONS question was asked: vis "Do you have any longstanding illness, disability or infirmity? By longstanding I mean anything that has troubled you over a period of time or that is likely to affect you over a period of time?" Respondents who said "yes" were asked what the condition was, and whether it "limits your activities in any way?".'2 Standard ONS omnibus sociodemograpic items were also included.
This paper focuses on analyses of the HSQ-12 in relation to age, sex, longstanding illness, and type. The data were analysed with the SPSS, using univariate, bivariate, and multivariate statistics.
Results Table 1 shows the sociodemographic characteristics of the sample, which are comparable with the characteristics of the national sample for the general household survey (GHS).'5 The GHS was used as a comparison because it is based on a large random sample of adults in Britain and covers a wide range of topics. Thus, while it is based on similar sampling techniques as the omnibus survey (rather than being a census of the population), it does have the unique advantage of permitting comparisons with a wide range of variables. ONS provided the precise GHS figures for respondents in the comparable age groups to the omnibus survey for proportions who reported a longstanding illness in both surveys were similar. In the omnibus survey, 40% of respondents reported this, with 71 % of these reporting that the condition limited their activities.
The proportions of those who reported a longstanding illness increased by age for both men and women: 19% of males and 25% of females aged 16<25 reported these, in comparison with 29% of males and 27% of females aged 25<45, 44% of males and 48% of females aged 45<55, 52% of males and 54% of females aged 55<65, 64% of males and 56% of females aged 65<75 and 64% of males and 65% of females aged 75 and over.
The most commonly mentioned longstanding illnesses were those affecting the musculoskeletal system (47%), heart and circulatory system (22%), respiratory system (15%), and digestive system (19%). Other Table 2 shows the frequency distributions for the HSQ-12 subscale items in relation to age and sex. The trends with age, controlling for sex, were tested using a X2 trend test (items were dichotomised into "no limitations/ problems" versus "any", except for general health perceptions which was dichotomised into "fair/poor" versus "excellent, very good/ good" and mental health items which dichotomised the worst two categories versus the rest). The table shows that the items relating to health perception and physical health (physical functioning and role limitations-physical) showed a clear gradient by age, and were statistically significant for both sexes separately at the p<0.001 level. The trends with age were slightly less consistent for role limitationsmental (not significant for males), social functioning (not significant for males), and mental health (not significant for males and two of the three items were not significant for females). The trends with age were not entirely consistent for physical pain and energy/fatigue, although they were generally in the expected direction, and did achieve significance at the p<0.001 level (X' trend values available from the authors).
While the overall trends with age were in the expected directions, table 2 shows that there were slight improvements in some items with the approach of old age, particularly among men (perhaps reflecting "healthy survivors"), although deteriorations were evident again at age 75+. Table 2 also shows that women tended to report poorer health than men. Item response was again good, with between 1 and 10 non-responders across the items (0.05%-0.5%).
The value of displaying frequencies, rather than following the common practice of simply presenting subscale means and SDs (even with ranges of responses-maximum to minimum scores-displayed), is that the actual number of people who report problems at each level can be viewed, and hence one can judge the spread of responses, and any floor or ceiling effects which are masked in the presentation of means. Thus, table 2 shows that ceiling effects were often quite high across most age groups. For example, between 77% and 87% of males, and between 69% and 82% of females in each age group reported no limitations on the "social functioning" scale.
The remaining scale items showed a better spread of distributions across categories for purposes of analysis (which is important in longitudinal research and intervention studies). Table 2 shows that the HSQ-12 items detect few positive responses indicating problems among younger age groups. While younger people are expected to be relatively healthy, more sensitive measures showing gradations in health status are needed for the middle age group 45<55. The scale shows a better spread of distributions after age 55. The means for the HSQ-12 subscales reflect these trends with age and sex, although they showed greater consistency in the trends with age. These normative data are shown in table 3. Lower scores reflect poorer health status.
Multiple regression was used to estimate the effects of age and sex on each of the eight HSQ-12 scales. This showed that, in general, age and sex were both significant independently in each model except for general health perceptions (age only was significant), social functioning (age only), mental health (sex only), and there were interactions between age and sex for physical functioning and for pain (figures available from the authors). The trends were in the expected direction (eg females had worse scores than males for mental health). (This was without allowing for longstanding illness-see next section for this). These data support the construct validity of the scale. Respondents who were scored as worse on the HSQ-12, but who did not report a longstanding condition are assumed to have acute, self limiting health problems. These findings are mirrored in the frequency results for the HSQ-12 individual items. The "mental health" scale was less markedly discriminatory than the other items.
DISCRIMINATIVE POWER 2. VARIATIONS BY LONGSTANDING ILLNESS, DISABILITY OR INFIRMITY AND TYPE
The frequency distributions of responses to the HSQ-12 scales in relation to longstanding illness are displayed in table 5 in order to assess the sensitivity and specificity of the HSQ-12.
The data in table 5 were tested using the X2 sta--climbing stairs z2 414.9, 2 df; physical tistic (dichotomised for sensitivity/specificity), functioning-walking x2 344.7, 2 df; role limi- (5) 3 (4) 10 (10) 7 (7) 11 (6) 1 (1) 3 (10) 4 (7) 9 (11) 9 (11) 15 ( large proportions of people with a longstanding illness failed to report limitations or problems with the HSQ-12. For example, between 47% and 61% of respondents with a longstanding illness reported that their health did not limit their physical functioning (Q2-4) and 44% said they suffered from no role limitations due to physical health. Fifty eight per cent of those who reported a longstanding illness said that they had experienced no role limitations due to mental health (Q6), and 66% said they had no limitations on their social activities due to their health (Q7). The sensitivity and specificity of the HSQ-12 in relation to LSI was calculated using dichotomised responses to the HSQ-12 (based on the method used by Ware et al for the presentation of dichotomised frequencies for the SF-365); these are given in table 6 . The figures show that for all scales high specificity was achieved at the expense of sensitivity. Table 7 shows the HSQ-12 subdomain mean scores by type of longstanding illness (frequencies available on request to authors). Cross tabulations with LSI were conducted only for those who reported one condition, in order to avoid confounding by comorbidity. Table 7 shows that the variations between mean scores and type of condition do make theoretical sense, supporting the validity of the scale. For example, people who reported disorders of the heart and circulatory system had the worst scores on the physical functioning subscale (mean: 53). People who reported mental disorders scored worst on role limitations-mental (mean: 50), social functioning (mean: 61), and also on mental health (mean: 48). For pain, respondents with disorders of the musculoskel-etal system scored worst (mean: 57). These between the HSQ-12 means in relation to each associations indicate that the HSQ-1 2 is able to type of condition as displayed in table 7, and discriminate between conditions where this Bonferroni's t pairways multiple comparison was expected theoretically.
procedure was carried out post hoc. This One way analysis of variance (ANOVA) was corrects for the effects of multiple testing (it carried out to test for significant differences increases the critical F value needed for the The HSQ-12 was highly acceptable to respondents, and there were exceptionally high rates of item response demonstrating the value of short and simple scales, as well as of scales administered by well trained interviewers. An advantage of the HSQ-12 over the alternative SF-12,6 is that, unlike the SF-12, the HSQ-12 excludes the examples of items which were included the original question wording of the SF-36, and which some people may perceive to be irrelevant, possibly leading them not to respond to items. The inclusion of "irrelevant" item examples might explain the high item non-response reported for the SF-36 in England.8 9 13 For example, the physical functioning scale in the HSQ-1 2 simply asks about three limitations due to health: lifting or carrying groceries, climbing several flights of stairs, and walking several blocks (half a mile). In contrast, the SF-36 and SF-12 physical functioning scales both include examples for some items (eg "Does your health now limit you in:-moderate activities, such as moving a table, pushing a vacuum cleaner, bowling, or playing golf?". Examples can be leading or even encourage people to interpret the scale as irrelevant to them if they are not part of their everyday lives (eg lifting furniture, specific (often social class related) sports activities).
The main advantages of the HSQ-12, like the SF-12, is its brevity and simplicity of completion and analysis. These considerations are important in busy clinical settings, with frailer people and where a generic core scale is required to supplement disease specific and other batteries of measures. With the increasing popularity of disease specific measurement scales in order to increase the sensitivity and relevance of measures, the demand for shorter core, generic scales as a supplement is also increasing. Inevitably, the psychometric properties of a scale are reduced with short versions,6 but this has to be balanced against the threat of incomplete data with longer instruments and batteries.
The frequency distributions for HSQ-12 items in relation to age and sex, and by reporting of longstanding illness were presented here in order to demonstrate ceiling effects. For example, most respondents in all age groups achieved high (good) scores on the "social functioning" subscale. Items which have such high ceiling effects are of questionable value in longitudinal research on health outcomes.
In contrast with older age groups, the HSQ-12 items detected relatively few positive responses indicating problems among younger age groups, which limits use as a population health survey instrument, as opposed to its use 
